MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . 63<034563

DEPARTMENT OF PUBLIC HEALTH AND wzurang d ATE FILE-NOWBE
DO NOT WRITE AMENDED Registration District No .g_}'nmary Registration District No. __ --___Rogmrar 1 NDZ‘%.— - R
ON THIS STUB - =

II-LEMG 23 1963 i 2. USUAL RESIDENCE {Where deceased iived. |f insfitution: Residence before

. COUNTY
. St. Louis o STATE Mo, b. COUNTY ademission)

VS 300
Rev, 4/59

b. C(I)'I;f (If outside corporate limits, give TOWNSHIP only) Length of stay in Ibr <. CITY Inside Limits
h R .

Q
TOWN Koch 1 hr,15min, TowN  St, Louis - [Y=R NeD

¢. FULL NAME OF If NOT in hospital, give Iocaﬁon] Ingide Limits d. STREET i
FULL N { icte Lim . Rl . {If cutside, give Iocmon) Reside on Farm

INSTITUTION Boh I K I H il 1 Yoy} No [1° E_?QLE. g] ji Yes ] No XD

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

(Type or print) OF
Joseph "~ Perkins DEATH July 22, 1963

5. SEX 6. COLOR OR RACE 7. Morried |f  Never Marrled [] [8. DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER | YEAR | IF UNDER 24 HR

Widowed [ Divorced [ . P Months | Days Hours Min.
Male Negro Teowes 4=9-3900 63*
10a. USUAL OCCUPATION (Give kind of work dnn. 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working Fife, aven if retired) .

nil _ Missouri

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR W;IFE
Elmer Perkins Nani Ransom Susie -
15. WAS DECEASED EVER IN U.5. ARMED FORCES{ NO. 17. INFORMANT Addmss

e m'm"km'lm ven Give war ox date @ Records of Robt. Koch Hosp. ~ Koch, Mo,

18. CAUSE OF mm {Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (s} Miliary tuberculosis -

ATE AMENDED

=

—rr———

INSTEAD OF

DOCUMENT

Conditions, if sny, DUE TG (b)
wbl:’lch gave rixe(t;: 4

above cause (a), .

stating ‘the under- o 0 /ﬁ/ 9‘
lying couse last. DUE TO (c)

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal
disease condition given in PART i-(a)

PART HI. If deceasted was female was
there a pregnancy in last 90 days.

l 0O Yes I O Ne I 0 Unkrown
HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |i of item 18.}
. O

19. WAS AUTOPSY | 202, AGCIDENT  SUICIDE °
PERFORMED 0 (|}
YES[ NO s . “

20¢, TIME. OF Hour Month, Day, Year

INJURY a.m.
P-m.

\

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

INJURY QCCURRED 20e, PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
" WHILE AT WORK foren, factory, strest, office bidg., ofc.)
.NOT. WHILE AT WORK [J
N

21. 1 attended the deceased from__'l_zz-ég___—. to. - 'F...z 2_63 and |_“, saw E}nniiw on 7-22-63

Death occurred at 2!00 ‘T n _ m on the dite stated shove, and to the ‘best of my knowledge, from the causas stated.

22a. SIGNATURE [Degrea o: title} . 22b. ADDRESS 22c. DATE SIGNED
- & amran ~MiD. Robt. Koch Hosp. - Koch, Mo. 7-23-63

35 BURIAT, CREMATION, | 236, DATE 3. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION (City, fown, of <ounty) {State)

RE ovmi(;picifv) ] 7/27/63 : Bh:ﬁeeemmoﬂmun ~Lon E. St. Louis, Gounty;

7% ruue‘::;. bicetor T4 M. G- Aporess 25, DATE RECD. BY LOCAL REG. 25.§ 2'5 SIGNATURE 5 ”
Greenl Funersl Hnme.,_mo_ua.shiag 7‘/ 96" & 4) G M‘ t

(t!cnnud Embalmer's Sufnmcm on Reverss Sldn]

OR- -
TYPEWRITER RIBBON

USE BLACK INK

ISHQULD READ

BY AFFAIDAVIT OF

ITEM NG,




STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embaimed by me,

or by Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

Nofe: The: above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure fo comply
with the above constitutes grounds for revocation of license). . ) .
< If'emba_lmed'bir a STUDENT, he ‘also shall sign in his OWN handwriting. i . Lot

If this body is not embalmed, fact should be’so stated above. ) '

-~ Ea r-
e

- ©oBoreem ol

NAE W




